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Introduction
In late 2017 Mind Australia Limited (Mind) commissioned The University of Queensland (UQ) to 
conduct a research project, Understanding the factors associated with Australian mental health 
carers’ employment. The main purpose of this project was a detailed exploration of the factors 
associated with employment for Australian mental health carers which might be targets to improve 
carers’ labour force participation, using data from the 2015 Survey of Disability, Ageing and Carers 
(SDAC). This work builds on and extends previous research conducted by UQ for Mind to profile 
mental health carers and value their time spent caring in economic terms1.

The following summary report accompanies the technical write-up and provides an overview  
of methods, key findings, and conclusions that can be drawn from the study. 

 
Suggested citation: Diminic S, Hielscher E, & Harris M. Understanding the factors associated  
with Australian mental health carers’ employment: summary report. Brisbane: The University  
of Queensland; 2018.
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Foreword
It is widely understood - indeed, perhaps self-evident - that people with intensive caring 
responsibilities are less likely to be employed than ‘non-carers’. Carers not only provide an 
irreplaceable structural support to Australia’s vast health and social care systems; they also 
routinely do so at the expense of their own careers, education, and long-term economic security. 
Unpaid carers in Australia are simultaneously underrepresented in the formal workforce, and an 
unrecognised part of the health care workforce. 

In 2017, Sandra Diminic and her colleagues from the Queensland Centre for Mental Health Research 
at the University of Queensland published a landmark report that quantified the economic value 
of Australia’s hidden workforce of unpaid mental health Carers1. In 2015, at least 240,000 mental 
health carers in Australia provided an estimated 208 million hours of informal care, at a replacement 
cost of $13.2 billion. 

In their new report, they advance these findings through a detailed exploration of the disadvantage 
faced by mental health carers in accessing employment on an equal footing to other Australians, 
and an examination of the specific barriers many have to workforce participation. 

The findings in this latest report are sobering. Mental health carers are significantly more likely 
not to be employed compared to working age non-carers. Young carers face specific and acute 
disadvantage, with almost 13% of children aged 5-14 with mental health caring responsibilities not 
attending school. It is vital that these young carers be identified, and that they receive appropriate 
support at home and in school, to mitigate against a lifetime of economic and social disadvantage. 

The data also indicates cause for cautious optimism. Over 97% of employed primary mental health 
carers have special working arrangements available, indicating at least partial recognition of their 
intrinsic value in the workplace by their employers. 

The data also points to a potential roadmap for meaningful policy intervention. Over 40% of carers 
who are not employed would like to work while caring. Better identification mechanisms, and 
targeted programs to support them in the full complexity of their lives are urgently needed. 

This report, together with 2017’s The Economic Value of Informal Mental Health caring in Australia 
reaffirms the need for an integrated and sophisticated policy response across all layers of 
Government1. Workforce participation is a critical part of social identity in Australia. Moreover, the 
right to work is also a human right, and a fundamental part of what it means to be a valued member 
of society. Every person should have the opportunity to gain his or her living by work which he or she 
freely chooses or accepts, and it is high time the Australian government at all levels took proactive 
steps to safeguard and ensure the realisation of this right for Australia’s growing workforce of unpaid 
carers. 

The solutions needed are multi-faceted and will require the involvement of employers and the 
private sector, as well as government. New policies and practices are needed that will improve 
mental health carers’ participation in the workforce. We must do more to enhance and ensure carer 
inclusion in Australian workplaces. Crucially, as Australia’s population ages, we must invest in the 
long-term economic security of mental health carers, and indeed all carers. 

As I stated in the foreword to the The Economic Value of Informal Mental Health caring in Australia, 
a fundamental issue we must grapple with is how we as a society want to look after and support 
our most vulnerable – including those with mental health issues and the carers who support them. 
This research points to the need for a wider cultural change about the value we attach to those who 
provide unpaid care in Australia. 



All Australians have a stake in this debate. This report provides an indication that pragmatic 
and rational health and social care policies can be remoulded, with a fairer and more equitable 
reconciliation of ‘work’ and ‘care’ at their core. 

PETER BROOKS AM MD FRACP FAFPHM FAFRM
Honorary Professorial Fellow
Centre for Health Policy
Melbourne School of Population and Global Health
University of Melbourne
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Glossary
The language used in the disability and caring sector is an evolving landscape, with debate over the 
most respectful and appropriate terminology. This is particularly relevant to the terms ‘carer’, ‘caring 
burden’ and ‘care recipient’, which are frequently used among academics and policy makers but not 
necessarily preferred by all people with a disability, their family members and caregivers. For the 
purpose of clarity we have chosen to use certain commonly understood key terms throughout this 
report, as defined below.

Term Definition

Carer Payment and 
Allowance 

Australian Government income support payments for carers. Carer 
Payment is a means-tested pension available to eligible applicants 
who provide ‘constant care’ to a person with disability that is either 
permanent or expected to last more than 6 months. Carer Allowance 
is a smaller, non-means tested payment in recognition of the caring 
role.

Carer/ informal carer Any person, such as a family member, friend or neighbour who 
provides regular, ongoing assistance to another person due to a 
disability or long-term health condition, without receiving a salary, 
wage or fee for the support provided.

Caring burden Caregiver burden refers to the potential physical, psychological, social 
or financial strain that can be experienced by family members or 
friends supporting a person with mental illness2. This term does not 
imply that the person with mental illness is themselves a ‘burden’, but 
rather that the emotional and practical effort and time expended by 
carers can lead them at times to feel stressed, isolated or exhausted.

Employment Engaging in economic work for one hour or more in the previous 
week. Full-time employment includes permanent, temporary or 
casual work for 35 hours or more. We classified people as ‘not 
employed’ if they were unemployed or not in the labour force.

Mental illness A health problem significantly affecting how a person thinks, behaves 
and interacts with others. This covers a range of disorders such as 
depression, anxiety, psychosis, bipolar disorder, personality disorders 
and eating disorders. For this report autism, intellectual disability and 
dementia were not included as ‘mental illness’.

NDIS The National Disability Insurance Scheme (NDIS) is a national 
scheme to provide targeted support and better coordination of, and 
access to, services for people with disabilities, regardless of their 
disability type or where they live. The NDIS was launched on 1 July 
2013 and is being progressively rolled out in each state and territory.

Person being cared 
for/ care recipient

A person who receives regular support or assistance from an 
informal carer (i.e.  a family member, friend or neighbour). The 
terms ‘person being cared for’ and ‘care recipient’ have been used 
interchangeably in this report.
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Term Definition

Primary carer The person providing the most unpaid assistance to a person with a 
disability or long-term health condition. In this report, primary carers 
were identified as per the 2015 SDAC, and only include co-resident 
carers aged 15+ years.

SDAC The Survey of Disability, Ageing and Carers (SDAC) is conducted by 
the Australian Bureau of Statistics. The survey collects information 
on people who may need care and who provide care in Australia. 
This report used the 2015 SDAC.

Vocational 
engagement 

Vocational engagement for young carers (<25 years) was defined 
for this report as participation in either education or employment, 
including attendance at primary or secondary school, enrolment at a 
post-secondary institution, or full- or part-time paid employment.

Young carer An informal carer aged below 25 years.
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Background
Mental health carers are the family members, 
friends and neighbours of people with mental 
illness who provide ongoing, unpaid assistance 
to support them with daily living. For people 
with mental illness, the types of assistance 
needed are mainly to do with providing 
emotional support, managing crises and being 
‘on call’ in case a situation arises, assisting 
with household tasks, and coordinating and 
attending health care appointments3. This 
differs from the types of assistance usually 
provided by carers to people with physical 
disabilities, which often involves a more 
predictable routine and a greater focus on self-
care tasks1. 

Providing this unpaid support can be an 
important and meaningful part of the 
relationship between a carer and the person 
they support, but the amount of time and types 
of tasks required can also be stressful and 
potentially burdensome for carers, particularly 
where they provide a large amount of support 
over a long period of time. This may in turn 
affect carers’ own paid employment, leading 
them to feel stressed and exhausted at work, 
reduce their working hours to accommodate 
caring responsibilities, take more leave to care, 
choose a less desirable job because it is more 
convenient for caring, or leave the workforce 
altogether4-7. 

For young carers aged below 25 years, there 
are particular challenges and vulnerabilities. 
Substantial time commitments to caring for 
a parent or other relative with a disability 
can have a negative impact on school and 
university attendance, completion of assigned 
work, and age of leaving school during a critical 
transition period when these young people 
are developing the foundations of their future 
careers8-11. The stigma associated with mental 
illness may also contribute to young mental 
health carers avoiding social and professional 
development activities and failing to identify 
their role in order to access support12,13.

A large number of studies have shown that 
people with caring responsibilities, regardless 
of the type of disability, are less likely to be 
employed than non-carers14, although it is not 
known whether the negative impact of caring 
on employment is greater for mental health 
carers. In fact, there has been little Australian 
research to explore the relationship between 
caring for people with mental illness and 
carers’ own employment, or to identify mental 
health carers who may need assistance in the 
workforce. Previous studies suggest that less 
than half of mental health carers are employed 
3,15-17, and that a significant proportion make 
other changes to their work to accommodate 
caring17. Mental health carers also report higher 
strain and unmet needs from their caring than 
other carers, and may have different support 
needs3,18. Such factors could result in more 
negative effects on employment for mental 
health carers.

Despite the lack of data, there is a strong 
rationale for supporting mental health 
carers to stay in employment. For the carer 
themselves, time out of the workforce leads 
to lost income, disruption to their career, and 
possibly other negative effects such as reduced 
social networks and poorer health19. From a 
government perspective, the costs include 
lost tax revenue, increased costs to provide 
income support (e.g. Carer Payment), and lost 
productivity when skilled workers reduce their 
hours or leave the workforce 20-22. Recognising 
these issues, Australia’s Fifth National Mental 
Health and Suicide Prevention Plan23 has 
included an indicator for the proportion of 
mental health carers in employment. To better 
support mental health carers in the workforce, 
we need to know which characteristics identify 
carers whose employment is at risk, how many 
of these carers might need support, and what 
types of assistance would be most helpful for 
them.
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Aims
The aims of this project were to identify:

1. Whether mental health carers are more 
disadvantaged in employment than carers of 
people with other disability types and non-
carers;

2. Which characteristics of mental health 
carers and their caring role are most strongly 
related to their employment, and whether 
these are unique to mental health carers 
compared to other carers;

3. The threshold at which the hours of care 
provided by primary mental health carers 
are associated with significantly lower 
employment rates, and whether this differs 
from other primary carers; 

4. The number of Australian primary mental 
health carers with a possible need for more 
support to maintain, improve or re-enter 
employment, their unmet support needs and 
barriers to employment; and

5. Whether young mental health carers are 
less engaged in employment and education 
compared to young people who are not 
carers or who care for other types of 
conditions.
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Methods
This summary report presents the high-level 
methods and key findings of the research. 
Additional technical information about the 
analyses is available from Mind or the authors 
by request.

Data source
The following results are based on analysis 
of the 2015 Survey of Disability, Ageing and 
Carers (SDAC), a national household survey 
conducted by the Australian Bureau of 
Statistics24. Carers in the 2015 SDAC were 
identified by a responsible adult in their 
household or by a person with disability they 
supported. Additional personal interviews were 
completed with all primary carers aged 15 
years or more. Information was available from 
the survey about carers’ current employment 
and educational enrolment, their personal 
characteristics, the person they supported, and 
their caring role.

Definitions 
Carers. Due to the structure of the survey 
dataset, all of the carers in this analysis were 
living with the person being cared for. In-scope 
carers for the main study were aged 15-64 
years (working age) and provided ongoing 
support to someone with a disability who was 
aged 15 years or over. Carers supporting only 
younger people (<15 years) with mental and 
behavioural conditions were excluded because 
the dual impact of parenting and caregiving on 
employment was too complex to disentangle in 
this study. 

Carers were classified into four groups based 
on the main disabling condition of the person 
they supported, as shown in Table 1. Where 
the carer supported more than one person, 
conditions were classified hierarchically from 
the top down (i.e. mental illness first).

Table 1. Carer groups for analysis (carers aged 15-64 years)

Carer group Care recipient main condition 2015 SDAC participants

Number of carers Number of 

primary carers

Mental health carers Mental illness, such as mood, anxiety, 

psychotic, personality, eating and 

behavioural disorders.

520 137

Other cognitive/

behavioural condition 

carers

Related diagnoses like dementia, autism 

spectrum disorders, intellectual disability 

and acquired brain injury.

312 821

(all other 

conditions 

combined)Physical health with 

secondary mental illness 

carers

All other conditions, including cancers, 

cardiovascular diseases, neurological 

disorders, sensory disabilities, 

musculoskeletal conditions, etc. The 

person being cared for also has another 

condition which meets the above criteria 

for mental illness.

577

Physical health only carers As above, but the person being cared for 

does not have a mental illness.

1,455



Primary carers. Primary carers in the 2015 
SDAC were separately identified as a subset  
of the broader carer group, as the carer 
providing the most unpaid assistance to a 
person with disability.

Young carers. The young carers analysis 
included carers aged 5-24 years, and examined 
broader vocational engagement, including with 
education.

Non-carers. We included a comparison group 
of non-carers of the same age as the relevant 
carer group. These non-carers were people not 
providing any informal care.

Employment. In the 2015 SDAC, being 
employed was defined as engaging in 
economic work for one hour or more in the 
survey reference week. Full-time employment 
included permanent, temporary or casual work 
for 35 hours or more25. We classified carers 
as ‘not employed’ if they were unemployed 
but looking for work, or were not in the labour 
force (including due to other reasons such as 
retirement or child care).

Vocational engagement. Vocational 
engagement for young carers aged 5-14 years 
included whether they were attending primary 
or secondary school. For young carers aged 15-
24 years, we classified vocational engagement 
into three levels: (1) full-time study (secondary 
school or post-secondary institution) or full-
time employment; (2) part-time employment 
and/or study; and (3) not employed or studying 
(including other roles such as caring for 
someone with a disability or child care). 

Data analysis
We used survey weights in the 2015 SDAC 
provided by the ABS to produce percentages 
and population estimates representative of the 
total Australian population. Numbers shown in 
the error bars or brackets of figures throughout 
this report represent the 95% confidence 
intervals around each estimate. Chi-square 
tests were conducted for comparisons between 
mental health versus other carers and mental 
health carers versus non-carers. 

We also conducted a series of multivariate 
logistic regression analyses to look at the 
relationship between carer and caring role 
characteristics and whether carers were 
currently employed, controlling for differences 
between carers for different conditions. 
The initial models considered the following 
factors: carer sex, age group, marital status, 
rurality, country of birth, highest level of 
education, whether the carer had a disability, 
whether they were the primary carer, number 
of persons being cared for, caring for a close 
family member (spouse/partner or adult child), 
caring for someone with a profound or severe 
limitation in core activities, and whether any 
person being cared for also received formal 
assistance from services for their disability 
(type, frequency and unmet need). For primary 
carers, we also included their weekly hours of 
care and the number of years they had been 
caring.
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Key findings
1. Employment disadvantage for mental health carers 
In 2015, 42.3% of working age mental health carers were not employed (Figure 1). Those who were 
not working reported a range of roles, including informal caring, home duties or child care, study and 
being retired or permanently unable to work. Mental health carers were significantly more likely not 
to be employed (42.3%) compared to working age non-carers (24.0%). There were no differences in 
employment rates between mental health carers and other carers.

Figure 1. Employment status of carers (15-64 years) for adults with mental illness, Australia 2015

 

Caring for ill, disabled or elderly person

Retired, voluntarily inactive or permanently unable to work (e.g. due to own disability)

Home duties or caring for child(ren)

Attending an educational institution

Other: travel or leisure activity; unpaid voluntary work; own illness or disability; other unspecified activity

Not employed
42.3%

(36.6-48.1)

Employed part-time
24.7% 

(20.7-29.1)

Employed full-time
33.1%

(28.1-38.4)

Other
9.3%

(6.9-12.3)

Study
4.8%

(3.0-7.5)

Caring
7.2%

(5.1-10.1)

Retired/
unable to work

9.3%
(6.9-12.5)

Home duties
11.7%

(8.6-15.6)

Employment Status Main activity if not working
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Box 1 describes some other key employment characteristics of mental health carers.

Box 1 – Employment characteristics of mental health carers

Working hours

• 17.2% of employed mental health carers worked 1-15 hours, 25.5% 16-34 hours, 32.9% 35-40 hours, and 24.3% 40+ 

hours per week.

• Employed mental health carers were more likely to be working <16 hours per week (17.2%) than non-carers (11.7%). 

There were no differences between mental health versus other carers.

Industry of employment 

• 36.3% of employed mental health carers worked as a manager or professional; 41.1% in a technical, trade, service, 

sales or clerical role; and 22.6% as a machinery operator or driver, or labourer.

• Mental health carers (22.6%) were more likely than non-carers (15.7%) to be employed as a machinery operator, 

driver, or labourer rather than a technical or professional role. There were no differences between mental health 

versus other carers.



More female than male mental health carers worked part-time or were not employed (Figure 2).  
A larger proportion of female carers reported their main activity as home duties or retirement. 

Figure 2. Employment status of carers (15-64 years) of adults with mental illness, by sex, Australia 2015

Female carers (n=268)

Male carers (n=238)

 
 
Among the subgroup of primary mental health carers, there was additional information available 
on the impact of caring on their employment. For primary mental health carers who were either 
currently employed or had worked prior to commencing caring, more than half reported negative 
impact of caring on their working hours: 26.4% had stopped working altogether to care, and a further 
25.8% had reduced their working hours.

Employed part-time
29.4%

(23.6-36.0)

Employed full-time
18.7%

(13.7-24.9)

Other
8.6%

(5.4-13.5)

Caring
8.2%

(5.1-12.8)

Retired/
unable to work

11.7%
(8.0-16.9)

Not employed
51.9%

(44.1-59.7)

Home duties
18.6%

(13.1-25.7)

Study
4.8%

(2.4-9.5)

Employment Status Main activity if not working

Other
10.1%

(6.6-15.0)

Study
4.8%

(2.7-8.5)

Caring
6.1%

(3.1-11.8)
Retired/

unable to work
6.7%

(3.7-11.8)

Home duties
4.2%

(2.2-7.9)

Not employed
31.9%

(25.8-38.6)

Employed part-time
19.5%

(14.1-26.5)

Employed full-time
48.6%

(41.9-55.4)

Employment Status Main activity if not working
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2. Factors related to employment for mental health carers 
Box 2 shows the carer and caring role characteristics which were significantly related to not being 
employed for female and male mental health carers. In addition to the factors outlined below, male 
carers were also more likely to be employed if the person they cared for received formal assistance 
specifically with cognitive or emotional tasks (but not other practical or self-care tasks), or if the 
person they cared for received formal assistance at least weekly.

Box 2 – Factors related to not being employed for mental health carers, Australia 2015

Female carers (n=268)

• Age (<35 or 55+ years)

• Lower educational attainment 

• Carer has a disability 

• Care recipient has more severe impairment

Male carers (n=238)

• Carer has a disability 

• Care recipient has a more severe impairment

• Care recipient does not receive any formal (paid) 

assistance

The factors related to employment for female and male mental health carers (as outlined in  
Box 2) were compared to those for other disability carers. For female carers, there were no 
significant differences between the two groups in which characteristics were important. For male 
carers, there were also no significant differences between the two groups. There was a pattern 
suggesting that the level of impairment of the person being cared for and their receipt of formal 
assistance could be more important for mental health carers than other carers, but this did not 
reach statistical significance.
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3. Caring hours and employment among primary mental health carers
This section focuses on just primary mental health carers, since weekly hours of care were only 
recorded for primary carers in the 2015 SDAC. The majority of primary mental health carers (57.5%) 
provided less than 30 hours of care per week. There was an inverse relationship between hours 
of care and employment status for primary carers, with lower rates of employment among carers 
providing more hours of support (Figure 3). 

Figure 3. Employment status of primary carers for mental illness and other disabilities, by weekly 
hours of care provided, Australia 2015

 
Employed 0.65 0.51 0.19 0.68 0.46 0.30

Not employed 0.35 0.49 0.81 0.32 0.54 0.70

 
After controlling for carer’s sex and disability status, primary mental health carers had significantly 
lower employment rates if they were providing 40 or more hours of care per week compared to less 
than 10 hours. When a range of different thresholds for caring hours were tested (10+, 20+, 30+, 
40+, 60+ hours), all cut-off levels showed a significant relationship between higher hours of care 
and lower employment rates.

The inverse relationship between hours of care and employment status was present for both primary 
mental health carers and primary carers for other conditions (see Figure 3). There was no significant 
difference in the relationship between hours of care and employment for primary mental health 
carers versus primary carers of other types of disabilities. Although in Figure 3 it appears that the 
percentage of mental health carers providing 40+ hours of care who were employed (19.0%) is much 
lower than that for other carers (30.4%), the small numbers of mental health carers in this group led 
to a wide uncertainty range around the estimate which could overlap with the result for other carers 
(see error bars in Figure 3).

0%

20%

40%

60%

80%

100%

20-39 hours 40+ hours1-19 hours20-39 hours 40+ hours1-19 hours

Other primary carer (n=764)Primary mental health carer (n=128)
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4. Primary mental health carers’ needs for support related to employment
We estimated the number of primary mental health carers with a possible need for more support to 
maintain, improve or re-enter employment. Box 3 describes the key indicators available in the 2015 
SDAC that were used to quantify carers with a possible unmet need for employment support.

Box 3 – Indicators of a possible need for employment support, 2015 SDAC

Employed carers  

1. Provided 40 or more hours of care per week; OR

2. Had reduced their working hours to commence their caring role; OR

3. Worked part-time and wanted to work more hours; OR

4. Wanted more use of special working arrangements.

Carers who were not employed

1. Had left employment to commence their caring role; OR

2. Reported wanting to work while caring.

As shown in Figure 4, just over half of working-age primary mental health carers had a possible need 
for more support to maintain, improve or re-enter employment based on the available indicators. 
A further 3,116 employed primary mental health carers had used special working arrangements 
to care for someone in the past 6 months but did not meet any of the above indicators of current 
unmet need. 

Figure 4. Weighted population estimates of the number of primary mental health carers with possible 
support needs, Australia 2015

Possible support need
54.3%; N=11,220

Employed
43.8%; N=20,683 

No identified support need
45.8%; N=9,463 

Primary mental health  
carers aged 15-64yrs 
N=47,210 

Possible support need
57.1%; N=15,146

Not employed
56.2%; N=26,527

No identified support need
42.9%; N=11,381
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Box 4 provides further information about the self-reported barriers to employment and unmet 
support needs of primary mental health carers. Special working arrangements described for 
employees in the 2015 SDAC included paid and unpaid leave, flexible hours, and other arrangements 
with employers.

Box 4 – Unmet support needs and barriers to employment for primary mental health carers

Special working arrangements (employees)

• 97.3% of employed primary mental health carers had special working arrangements available.

• 46.6% had made use of these in the past 6 months to care for someone.

• 12.1% reported wanting more use of special working arrangements.

Barriers to employment (if not working)

• 42.2% of carers who were not employed said they would like to work while caring.

• The main reported barrier to re-entering the workforce was that there were no alternative care arrangements 

available or it would cause disruption to the main person they cared for (46.5%).

• Workforce-related issues like working hours, available jobs, the carer’s age, lack of experience, or loss of skills were 

reported as the main barrier by a minority of carers who wanted to work (22.9%).
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5. Vocational engagement of young mental health carers
Of 537 young carers aged 5-24 years in the 2015 SDAC, 14.6% were caring for an adult with mental 
illness. Just under half (48.9%) of young mental health carers were aged 20-24 years. Most young 
mental health carers were male (68.3%), whereas for young carers of other disability types the 
gender ratio was more even. The majority of young mental health carers lived in a major city (63.5%), 
were born in Australia (85.1%), and cared for their parent (72.4%).

Box 5 describes the vocational engagement of young mental health carers aged 5-24 years in the 
2015 SDAC. 

Box 5 –  Education and employment of young mental health carers (5-24 years), Australia 2015

5-14 Year olds

• 87.2% of mental health carers aged 5-14 years were attending primary or secondary school.

• Significantly fewer mental health carers attended school compared to other carers (100%), but not non-carers 

(95.7%).

• The number of carers in this age group was small, producing large margins of error around the above percentage 

estimates; hence they should be interpreted with caution.

15-24 Year olds

• 54.0% of mental health carers aged 15-24 years were either employed or studying full-time.

• 17.4% were in part-time employment and/or were studying part-time.

• 28.6% of mental health carers were not studying or working. This was significantly higher than for other carers and 

non-carers of the same age (Figure 5).

Figure 5. Percentage of 15-24 year olds in education or employment by caring status, Australia 2015 
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Conclusions
Recommendations for future research
This study used the 2015 SDAC, a large and 
nationally representative survey which includes 
information about the conditions of people 
being supported by carers, as well as a range 
of other useful questions. The survey is a 
snapshot of one point in time, so the results 
are not able to confirm whether any of the 
factors related to carers’ employment directly 
caused that employment status. However 
previous research on other carer groups has 
followed carers over time and shown that 
many of these factors predict whether carers 
later leave the workforce7,26-29. Unfortunately, 
available Australian longitudinal studies which 
include carers do not record the condition of 
the person being cared for, meaning that the 
2015 SDAC is one of few national data sources 
for mental health carers. It is recommended 
that questions about the condition of the 
person being cared for be added to recurrent 
surveys such as the Household, Income and 
Labour Dynamics in Australia (HILDA) Survey or 
the Australian Longitudinal Study on Women’s 
Health to allow for future longitudinal studies of 
mental health (and other) carers.

For practical reasons, the analysis excluded 
carers who do not live with the person they 
support, and people caring for children with 
a mental illness. Carers not living with the 
person being cared for may also face significant 
challenges in balancing their caring and 
employment, including the need to travel to 
support that person. Many of the patterns 
seen in this study may be similar for non-

resident mental health carers, but this cannot 
be confirmed until further data is available 
available to better understand employment for 
this group. 

There were also significant limitations to the 
young carers analysis due to small sample 
sizes and the limited information collected for 
people aged below 15 years. There are very 
few studies of carers in this younger age group 
because of the difficulties in recruiting young 
research participants and in identifying ‘hidden 
carers’. Since the results of this project suggest 
significant vocational disadvantage among 
young people caring for an adult with mental 
illness, future attempts to focus research on 
this population would be enlightening.

Other restrictions in the types of questions 
asked in the 2015 SDAC led us to make 
assumptions in estimating whether primary 
carers might have a need for more support 
in their employment. We did not have access 
to a direct measure of need for employment 
support, and these carers may have been in 
their current employment and caring situation 
for a long period of time. The 2015 SDAC did 
not include carers’ work history, absenteeism, 
presenteeism, workplace stigma or subjective 
distress related to employment. There are likely 
to be impacts of mental health caring on a 
number of these areas which could be explored 
in future research.

These recommendations for further research 
are summarised in Box 6.

Box 6 – Areas for further research

• Record the condition of the person being cared for in Australian longitudinal surveys of carers, and replicate this 

report’s findings in a follow up study.

• Examine employment disadvantage and factors related to employment for mental health carers who do not live with 

the person they support.

• Confirm these provisional findings of vocational disadvantage for young mental health carers in a larger sample, 

particularly of carers aged <15 years.

• Look at the relationship between mental health caring and other areas of employment, such as workplace stigma 

and work-related stress.
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Implications
The main implications of this study are summarised in Box 7.

Box 7 – Key messages 

• Despite national progress in recognising and supporting carers, mental health carers are still disadvantaged 

compared to non-carers in their participation in employment, working hours, and occupational level. More than half 

of primary carers reduced their hours or left employment to commence caring.

• Mental health carers are more likely to be employed if the person they care for is less disabled, if they provide fewer 

hours of support, and if the person with mental illness also receives assistance from organised services

• Female mental health carers are less likely to be working than male carers, and their employment status is more 

related to their own characteristics (such as age and education) than for male carers, where the caring role seems 

more important. This is likely explained in part by women’s greater role in home duties and child care.

• Young mental health carers have lower rates of engagement with education and employment than other young 

carers and non-carers, suggesting that better identification and support of these young people may be needed to 

prevent later career disruption.

• There were few identified differences in employment between mental health carers and other carers, and these 

were specific to young carers <25 years. The degree of impairment of the person being cared for, available supports 

and the carer’s own circumstances seem to be more important for their employment than the nature of caring 

tasks. Therefore a standard approach to employment supports for all carers may be appropriate, although other 

aspects like job stress warrant further research.

• Roughly half of primary mental health carers were identified as having a possible need for support to maintain or 

improve their current employment or to re-enter the workforce.

• The main barriers to working for primary mental health carers who were not currently employed centred on meeting 

the needs of the person with mental illness rather than the suitability of the workforce or carers’ skills.

• Improving the availability and effectiveness of psychosocial support services for people with mental illness 

may therefore assist their carers to maintain or re-enter employment, and may be more critical than access to 

employment services. There are opportunities in the current roll-out of the National Disability Insurance Scheme 

(NDIS) to address this through improving the range of supports available, as well as significant potential barriers30,31. 

Key problems identified to date include greater difficulty accessing needed services for people with psychosocial 

disability compared to other conditions, and carer supports needing to be requested by the person with a 

disability32. Further, not all people with mental illness are eligible for support through the NDIS and some who are 

eligible may ‘fall through the cracks’33,34, meaning alternative solutions are needed to fully support them and their 

carers.

• Given the clear benefits to mental health carers and society from their participation in employment19,21,35, it is critical 

that current and future reforms do not reduce the level of support available for carers and people with psychosocial 

disabilities. While some carers will choose not to work and most will continue to provide significant support, 

improving the availability, quality and continuity of mental health support services would help take the pressure off 

carers and allow them to better manage their multiple roles7,14,36.
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